THE problem of venereal infections in the immigrant population of this country may be summed up as 'very much the same as any other inhabitant-but much more often'. Some sexually transmitted infections (lymphogranuloma venereum, chancroid and granuloma inguinale) are more common in the home countries of some of our immigrants. These have always been seen here in small numbers, usually in the region of our seaports, usually in sailors and travellers of all nationalities, and it is surprising that during the years of mass immigration from tropical and sub-tropical countries that there has been no appreciable increase in their reported incidence. For example, the number of cases of lymphogranuloma venereum diagnosed in the venereal disease clinics of England and Wales was 86 in 1955 , 103 in 1963 and 78 in 1964 It must be made clear that all figures for the incidence of the various infections dealt with are derived from the annual returns made by the venereal disease clinics of England and Wales to the Ministry of Health. Any infections dealt with by general practitioners or any other hospital department are not recorded. It has been estimated that these unrecorded cases may be in the region of 25% of the reported cases.
Gonorrhoea is the venereal disease of this country at present, with a reported incidence of 36,049 cases in 1963 (the last full year for which figures have been published). 27,895 of these cases were males. An analysis of 25,942 of these men (by the Co-operative Clinical Group) has shown that of these only 46.3% were United Kingdom born. No less than 53.70/, of these male cases occurred in foreign born patients (25.2% were West Indians, 28.5% from other countries). (British Co-operative Clinical Group Gonorrhoea Study 1963) . Figures 1 and 2 show the marked increase in the reported cases of gonorrhoea over the past few years and the high proportion of foreign born males who contribute to this figure.
Gonorrhoea in the Male
The amount of gonorrhoea actually brought into this country by immigrants is insignificant; in almost every case the disease is acquired here. It must be accepted that, in general, our immigrants are not of high intelligence and bring the social and sexual customs of their native lands with them. It would also appear that some, West Indians and Mediterraneans in particular, have a highly developed sexual instinct and the women available to them (cheap prostitute or casual pick up) are likely to be infected.
Clinical Picture
The clinical picture in the vast majority is very straightforward. A heavy purulent urethral discharge is noticed a few days after intercourse, most often in the region of 5 days but incubation periods of 2 to 14 days are acceptalble. The patient has, of course, been infectious throughout this period and it is in these days that wives and other regular sexual contacts may be infected. Dysuria may also be noticed but in most cases this is a minor complaint and it is the actual discharge that makes the patient seek medical aid.
It is essential at this stage that the urethral pus is examined bacteriologically by a Gram stained smear and, possibly, by culture. Gonococci are usually seen as the only organism present in the urethral pus and appear as gram negative diplococci.
If the patient has passed urine immediately before examination, pus may be scanty and it is advisable to repeat the examination when more pus has collected before a diagnosis is made and any treatment offered.
When no gonococci can be demonstrated (if necessary, after repeated examination) and when no other obvious cause for the presence of urethral pus can be found e.g. trichomonas vaginalis, the diagnosis, by exclusion, is that of non-gonococcal urethritis. Before any treatment is offered it is advisable to take a sample of blood for 
Clinical Aspects
The most important point about a gonococcal infection in the female is that a very high proportion of cases (in the region of 50%) are entirely asymptomatic. In others, the symptoms and signs may be very slight and, in themselves, do not encourage an early visit to a doctor or a clinic. Most females with gonococcal infections attend for medical advice only when their male partners have announced their own infections.
A definite history of gonorrhoea in a sexual contact of a female should infer a similar diagnosis in her until it can be confirmed or excluded by repeated bacteriological examination. It is not generally realised that a number of repeated examinations by smear and culture from urethra and cervix (and sometimes, rectum) may be necessary to demonstrate the gonococcus in an infected and infectious woman. The number of negative tests necessary to exclude an infection cannot be laid down but must depend on the venereologist's clinical impression and the patient's history including, of course, all possible information on possible infection in her consort or consorts. It is not rare for' the gonococcus to escape detection until six or more serial smears and cultures have been taken. This is another field of venereology where the writer suggests a practical approach to a practical subject. The gonococcus may be found in an infected female on her first examination; on the other hand it has been stressed that an accurate diagnosis may be delayed for some time. Many female patients will not return to the clinic for repeated examinations whatever is said to them. Many West Indian and Mediterranean males will insist on resuming sexual activity with their women within a day or two without any regard to any medical advice, diagnosis, tests or treatment.
Obviously, a firm diagnosis before any treatment is offered is highly desirable for both doctor and patient, but this ideal requires some measure of co-operation from the patient. In dealing with a fair proportion of immigrant females (or English women who have an immigrant male as their sexual partner) it is an unfortunate fact that any delay in diagnosis or treatment will result in re-infection of the male or a defaulting female until re-infection of the male has occurred. Such delays and defaults also increase the chances of important complications e.g. salpingitis, in the females. Many immigrant females and female consorts of immigrant males have no interest whatever in a diagnosis but simply wish to get rid of any 'germ' that they may have.
One cannot lay down any firm rule of management but offering treatment to a probably infected female is reasonable even when first tests are negative if this is all that the patient wants. It should, of course, be explained to the patient that the giving of treatment implies a diagnosis of gonococcal infection and that routine follow up examinations are necessary.
Treatment
When a diagnosis has been made or the decision made to treat as a contact of gonorrhoea, treatment is given as for the male patient, a single injection of procaine penicillin (900,000 units 
Complications of Gonorrhoea in the Female
The most important complication of gonorrhoea in the female is salpingitis, acute, subacute or chronic but is not necessarily more common in immigrant women than in any other socially comparable group. Diagnosis is best made by demonstrating the gonococcus in specimens from the usual sites (urethra, cervix and possibly rectum) in the presence of salpingitis.
The Gonococcal Complement Fixation Test may be of some limited value in this type of case. On the whole, it is an unreliable test with a high incidence of false positive reactions in a low titre. However, the repeated finding of a strongly positive G.C.F.T. in a female with salpingitis suggests that the original cause of her condition may have been gonococcal. It does not necessarily follow that the present episode of salpingitis is gonococcal. It may be that the original specific infection occurred some time in the past and that secondary infection of a damaged tu'be accounts for the present flare up of acute or subacute salpingitis.
Treatment
Bed rest is indicated and the usual nursing care of a patient with pelvic inflammation. In the very acute case, where differential diagnosis from acute appendicitis may be difficult, penicillin (500,000 units of crystalline penicillin 6 hourly for a few days) is often dramatically effective. In the more commonly seen subacute and chronic cases, bed rest is always indicated too but broad spectrum antibiotics may be more effective than penicillin. When The longer incu'bation period of syphilis makes it a disease more likely to be brought into the country by immigrants.
An attempt is made by Health Officers to diagnose early infection by examination on arrival at Ports of entry, and, when a diagnosis of early infectious syphilis is confirmed, the immigrant is refused admission to the country.
The numbers dealt with in this way must be minute.
The clinical details of the various stages of syphilis are beyond the scope of this paper. Basic principles apply and any genital ulceration should suggest at least the possibility of an early syphilitic infection. 
POSTGRADUATIE MEDICAL JOURNAL dealt with in detail as the incidence of syphilis in immigrants is not so high as that of gonorrhoea.
Non-Syphilitic Positive Serological Tests
In the majority of Europeans, a series of repeated strongly positive serological tests for syphilis suggests past or present infection with Treponema pallid'um. This may have been treated, inadequately treated or untreated. Biological false positive reactions may occur and have been attributed to a variety of acute and chronic infections. In many cases, no obvious reason can be found for the false positive reaction once syphilis has been excluded as the cause mainly by the more specific tests previously mentioned (R.P.C.F.T., F.T.A., T.P.I.).
All this applies equally to the immigrant patient but, in this group, the non venereal treponematoses have also to be considered.
Treponematoses
There are various diseases found in different parts of the world that are due to organisms similar to the Treponema pallidum of syphilis.
Whether these are closely related infections or the same infection modified by time, social customs, etc. is not certain. There are various theories including the suggestion (again under change of environment, etc.) that venereal syphilis can change to the non-venereal treponematosis and vice-versa. One of the treponematoses, yaws, wuhich 'is endemic in the tropical and sub-tropical home countries of so many of our immigrants is our main concern in this country.
The causative organism of yaws is the Treponema pertenue, and is indistinguishable from the Treponema pallidum. The relationship between the two diseases has been mentioned but will not be gone into further. The important fact is that yaws is a transmissible infection but most often as a result of contact among children and not sexual contact among adults. The primary lesion of yaws may be found anywhere on the surface of the body and the disease may be seen in its early infectious stage in recently arrived child immigrants. The clinical course is roughly comparable to that of syphilis and soon reaches a latent stage or results in cure but possibly leaving the serological tests positive. In the vast majority of cases of immigrants with suspected yaws (treated or untreated) the problem will be one of interpretation of serological tests. Even in the case of a woman previously examined and treated during one or many pregnancies in this country, the presence of persistently positive serological tests is usually an indication for a further course of penicillin as one can never be absolutely certain that syphilis has not been acquired between pregnancies. Examination of sexual contacts each time is of value; if the consort remains the same and he is sero-negative on each occasion, recent syphilis in the female is that much more unlikely.
The generally accepted practice in most of the clinics of this country is -that such pregnant immigrant women are offered a further course of penicillin during each pregnancy while their serological tests remain positive to avoid (however rarely it might happen) the possibility of a syphilitic foetus.
Penicillin sensitivity is a possible danger. When it exists or develops during treatment, drugs of the tetracycline group may be substituted. There is evidence that these drugs can damage the foetus if given in the last three months of pregnancy. In such a case, the question of whether or not to treat would Lymphogranuloma venereum is a virus infection and is usually transmitted by sexual contact. The primary lesion appears on the genitalia within a few days of contact and usually takes the form of a small papule or herpetiform vesicle. It is frequently unnoticed by the patient. The usual presenting signs and symptoms develop later (usually 3 to 5 weeks later) and takes the form of pain and swelling in one or both groups of inguinal glands. Clinically, this is recognised as an adenitis and periadenitis. The infection is, as a rule, subacute and (in a white-skinned patient) the inflamed area has a bluish tinge very characteristic of this condition. Suppuration usually develops and, if neglected, may discharge through the skin. Some cases may present as acute relapses of a subacute infection: in these, chronic induration of the inguinal area and signs of partly healed or healed sinuses may be found. The lesions are not usually so tender that bending the leg is impossible and the swelling in the groin may show the skin fold of movement of the hip (this is a point in the differential diagnosis from the buboe of chancroid or other more acute septic adenitis).
Diagnosis. The Frei Test is of some value in confirming the diagnosis of L.G.V. This is an intradermal injection of killed virus, usually into the skin of the forearm with a control injection of the suspending fluid into the skin October, 1965 (1957) (1958) (1959) (1960) (1961) (1962) (1963) (1964) (King, 1964 (Willcox, 1952) (Asin, 1952 (Rosedale, 1959 
